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Abstract
Background
The present study aims to test out contextually tailored interventions to increase evidence-informed health-enhancing physical activity policy-making in two Danish municipalities.

Methods
The study was performed as experiments in natural settings. Based on results from a pre-intervention study defining the needs and contexts of the two settings, the interventions were developed based on logical models. The interventions aimed at increasing the use of knowledge in policy-making, primarily via strengthening intersectoral collaboration. The interventions were evaluated via pre-, post- and 12-month follow-up questionnaires and qualitative interviews were carried out prior to the intervention start.

Results
The use of knowledge changed in several ways. In one municipality, the use of stakeholder and target group knowledge increased whereas, in the other municipality, the use of research knowledge increased. In both municipalities, the ability to translate knowledge to local context, the political request and the organisational procedures for use of knowledge increased during the interventions. There was some variation between the two settings, which shows the importance of tailoring to context. Most of the changes were diminished at the 12-month follow-up.

Conclusion
Contextually tailored interventions have the potential to increase evidence-informed policy-making on health-enhancing physical activity. However, this finding needs to be tested in larger samples and its sustainability must be strengthened.
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Background
Physical activity has a strong positive influence on health status [1]. At the same time, research clearly shows that structural and contextual factors, such as policies, have the greatest influence on levels of physical activity among populations [2]. However, to have maximal impact, such policies need to be informed by research evidence [3, 4]. Based on a scoping review [5], there are still clear gaps in research pertaining to physical activity policy-making. However, it has been suggested that the relevant research evidence should be divided into three categories, namely (1) studies that link physical activity to risk factors of health outcomes, (2) studies that link interventions to physical activity behaviour, and (3) studies that link policy-making to physical activity [5].
Generally, in public health and health promotion, the integration of research evidence into policy-making is more complicated than within clinical/medical areas [6]. This is mainly because research evidence is rarely the primary driver in public health. Instead, the social and political contexts, including population characteristics, values and preferences as well as political priorities and resources, need to be taken into account [3]. Hence, policy-making for health-enhancing physical activity (HEPA) should be evidence-informed – meaning that research evidence informs the policy-making process instead of dictating it.
Because HEPA policy-making is highly dependent on context, efforts to strengthen evidence-informed policy-making (EIPM) must be tailored to the specific policy being developed [7–11]. Therefore, the activities conducted in order to increase the integration of evidence into a given policy process should start with a thorough analysis of the specific needs, wishes, values and interests of key stakeholders in the development of the policy – together with other contextual factors that can be presumed to impact policy development [7, 12, 13]. Based on these considerations, contextually tailored interventions to enhance EIPM can be developed and implemented. Despite the accumulating literature suggesting contextually tailored interventions as an appropriate method for increasing EIPM, few examples of its practical implementation have been reported, and thus a knowledge gap exists [14].
The aim of this article is to present the implementation and outcomes of contextually tailored interventions in EIPM for HEPA in two Danish municipalities.

Methods
Implementation of contextually tailored interventions constituted one component of the project REsearch into POlicy to enhance Physical Activity (REPOPA) [15]. The overall aim of REPOPA (2011–2016) was to find new ways to integrate research evidence with policy-making in the development of HEPA policies. REPOPA was a programmatic research project with three overall phases. Firstly, the challenges of doing EIPM in the area of HEPA were described via document analysis [16, 17], secondly, two different types of interventions were tested (policy games [18] and tailored interventions [11]) and, finally, a set of recommendations was developed via a Delphi approach. The main principle of REPOPA activities was that research evidence does not stand alone, but needs to be integrated with other sources of relevant and contextual knowledge [15].
One REPOPA objective was to design and test tailored interventions aimed at facilitating EIPM on HEPA in selected real-world policy environments (in Denmark, the Netherlands and Italy) as experiments in natural settings. Theoretically, these interventions were guided by elements of the Stewardship approach – an inclusive and participatory approach for the development of public health interventions. The specific elements used were close and equal collaboration between policy-makers and researchers and the importance of context and transparency [19]. In addition, key literature on tailored interventions was used as guidance [8, 10, 20–23]. It was hypothesised that such a combination of approaches could enhance close interaction between the main stakeholders – policy-makers and researchers – and thereby promote the optimal use of both formal research evidence and contextual knowledge in HEPA policy development. In this paper, we will use the term ‘research knowledge’ for research evidence, the term ‘stakeholder knowledge’ for the experiences, values, perceptions, etc. derived from internal stakeholders (such as policy-makers and municipal administrative staff) and external stakeholders (such as non-governmental organisations and local business), and the term ‘target group knowledge’ for information on the characteristics, values, wishes, etc. of the group(s) targeted by the policy.
The pre-intervention phase of the study, including detailed information on the methods for the selection of policy cases, the results of needs assessments and context analysis, and the development of intervention contents and tools for outcome measurement (questionnaires and qualitative interviews), has been presented in Bertram et al. [11]. A brief explanation of these will be given below, together with additional reflections and information on the settings, the policies and participants, the implementation process, and the data used for evaluation.
Settings, policies and participants
In each of the three mentioned countries, two municipalities were selected as settings based on their willingness to participate and the fact that they were in a process of developing a HEPA policy. The two Danish municipalities, Kolding and Varde, are those reported on in this paper, since these were comparable in relation to the policy, context and culture themes.
Kolding and Varde started a policy development process in relation to HEPA in 2013. Varde had experience working together with university researchers in EIPM. Kolding did not have specific experience within this area but had cooperated with researchers in relation to other fields.
The interventions, being experiments in natural settings, were purposely attached to the development of the ongoing HEPA policy-making processes; they took place during the periods February 2013 tp April 2014 (Kolding) and September 2013 to May 2014 (Varde). The researchers did not control the process, including the selection of participants in the policy development process or the specific aims and contents of the policies to be developed. Rather, their role was to facilitate the use of knowledge and the collaboration between policy-makers and researchers in the policy processes in progress. The underlying policy development processes would have taken place with or without the interventions.
The participants in the interventions are presented in Table 1. The two groups differed in their composition, especially in relation to their power and function in the municipalities. In Kolding, the participants were heads of departments, meaning that they had strong formal power. In Varde, the participants were primarily consultants, meaning that they were an active part of the daily work in the departments and had close contact with practitioners.Table 1Intervention participants in HEPA policy development in two municipalities


	Department
	Positions

	Kolding

	 Social services and health (responsible for policy development)
	Head of department, Health planner, Coordinator, Development manager

	 Environment
	Head of department, Consultant

	 Transportation
	Head of department, Engineer

	 Planning
	Head of department, Architect, Urban planner

	 School and education
	Head of department, Consultant

	 Elderly
	Head of department, Project leader

	 Culture
	Head of department, Consultant

	 Leisure
	Head of department, Consultant

	Varde

	 Health and rehabilitation (responsible for policy development)
	Head of department, Development consultant, Prevention consultant, Therapist

	 Children and youth
	Youth consultant, School consultant, Sports consultant

	 Planning and technical services
	Playground inspector

	 Culture and leisure
	Development consultant

	 Centre for employment
	Job consultant

	 Human resource management and personnel department
	Human resource management consultant





Implementation process
The needs assessments in the two municipalities displayed a need for more systematic and structured working methods in relation to finding and applying relevant knowledge in the HEPA policy development. Furthermore, a need for better collaboration between the sectors in the municipalities and with researchers was found [11]. Based on these results, the overall aim of the contextually tailored intervention in both municipalities was to build interventions that could strengthen a close interaction and collaboration between researchers, policy-makers, target groups and other relevant stakeholders. The specific aim was defined as increasing the use of knowledge (1) from research, (2) from stakeholders, and (3) of target groups to eventually promote EIPM. The focus was also on strengthening intersectoral collaboration in the municipalities and with researchers, as this was seen as a facilitator of knowledge use [16].
Both interventions were designed based on logical models (a model to clarify the theory of change) that theoretically linked intended activities with expected outcomes [24]. The specific purpose of these logical models was to explicate the assumptions behind the interventions, namely how were the different steps in the interventions expected to work and how did this relate to the final expected outcome of the intervention processes.
The intervention in Kolding consisted of four workshops, each of which had a timeframe of 4–5 h. Table 2 provides an overview of the workshops and their contents. Before each workshop, the researchers and the municipal representatives from the Social Services and Health department, who were responsible for the development of the policy, had a planning meeting. The aim of this meeting was to set the specific objectives and activities for the workshop. After completing each workshop, they again had a debriefing session, where further progress of the work on policy development was discussed [13].Table 2Overview of policy intervention contents in the two Danish municipalities


	Kolding

	 	Workshop I
	Workshop II
	Workshop III
	Workshop IV

	Date
	29.4.2013
	24.6.2013
	9.10.2013
	27.11.2013

	Content
	Facilitated discussion in groups on vision
Facilitated discussion in groups on the first steps toward realising the vision of the policy
	Homework: Each of the participant filled out a scheme on initiatives directly or indirectly related to physical activity in their own administrative section
Facilitated discussion groups on vision
Facilitated discussion on strategic focus points
	Presentation of possible models for intersectoral collaboration based on a rapid evidence assessment of relevant scientific literature and knowledge from the qualitative interviews
Facilitated discussion groups on the possible models for intersectoral collaboration in Kolding
	Case-based group work with the aim of testing the potentials of the intersectoral network
Process evaluation

	Varde

	 	Meeting I
	Meeting II
	Meeting III
	Meeting IV

	Date
	28.10.2013
	16.12.2013
	13.3.2014
	12.6.2014

	Content
	Matching of expectations for the policy
Discussion of resources and barriers related to physical activity initiatives
Homework: Mapping of existing activities related to physical activity
	Discussion of policy template
Presentation of existing health-related activities
Discussion of intersectoral collaboration and relational coordination
	Discussion of policy content – based on the homework of the participants
Oral presentation from REPOPA with knowledge input on the different themes in the draft – combined with a short report
	Discussion of policy content and idea catalogue
Discussion of the inclusion of policy objectives in the municipal management style in Varde municipality
Process evaluation




The intervention in Varde was based on four meetings. These differed from the workshops in Kolding by being shorter and primarily based on roundtable discussions. Except for the first meeting, which lasted 3 h, the meetings had a 1½-hour timeframe. Table 2 provides an overview of the four meetings and their contents. The meetings, based on discussions with the active participation of the working group members, were characterised by high attendance and participatory discussions. In between meetings, the participants from the Health and Rehabilitation department, who were responsible for the development of the policy, had several face-to-face and Skype meetings with the researchers. The purpose of these meetings was to plan the process and the contents of the intervention as well as the specific policy development, particularly in relation to the development of a basic structure of the policy [13].

Data – questionnaires
To measure the intervention outcome, an internet-based questionnaire was used. The questionnaire was designed for the international project REPOPA [15], including country-specific questions, and translated to local languages. In this case, a Danish version of the questionnaire was used. The English version of the questionnaire is published as Additional file 1.
The questionnaire was developed based on areas noted as important in the needs assessments from the pre-intervention study [11] and in current literature on EIPM [4, 25]. The data reported in this paper are derived from questions related to the categories of use of knowledge (1) from research, (2) from stakeholders, and (3) on target groups. The use of knowledge was assessed in relation to (1) conceptual knowledge use (knowledge being used to enlighten) [26, 27], (2) knowledge translation, (3) request for evidence/knowledge, (4) organisational procedures (established routines or guidelines for the identification and use of research knowledge), and (5) instrumental knowledge use (knowledge being directly used in policy formulation) [26, 27]. Additionally, the questionnaire also contained questions in relation to perceived facilitators and barriers to the use of evidence and knowledge, perceived facilitators and barriers to intersectoral collaboration, and prioritisation of the importance of the different types of evidence and knowledge. Additional file 1 contains the full questionnaire, with marks on the questions used herein.
A five-point Likert scale (1: to a very low degree, 2: to a low degree, 3: neither to a low or high degree, 4: to a high degree, 5: to a very high degree), as well as a ‘do not know’ option, was used. Additionally, the respondents could add comments to their answers in open text boxes.
The first measurement was conducted before the intervention (year 2013), one measurement right after the intervention (year 2014) and one measurement 12 months after the intervention (year 2015) [11].
The response rates varied, with the highest rate in the pre-intervention measurement (Kolding in May–April 2013, n(invited) = 21, n(responses) = 19; Varde in Oct–Nov 2013, n(invited) = 11, n(responses) = 11). The second highest response rate was found in the post-intervention measurement (Kolding in Apr–May 2014, n(invited) = 19, n(response) = 12; Varde in Jul–Sep 2014, n(invited) = 11, n(response) = 8). The lowest response rate was found in the 12-month follow-up (Kolding in May 2015, n(invited) = 19, n(response) = 11; Varde in May 2015, n(invited) = 11, n(response) = 7). The main reason for dropout was the long time period between the pre-intervention measurement and the 12-month follow-up measurement. Several participants had changed positions or organisations within this time period. Other reasons for dropout were holidays or, in the case of the 12-month measurement, difficulty relating to the topic [13].
In general, the relatively low number of participants made it difficult to carry out statistical analysis, and thus the results and their interpretation had to be produced based on descriptive cross-sectional results and with the maximum number of participants at each point of measurement.
The data were analyzed separately for the two municipalities and divided into the three points of measurement. For each question answered on the five-point Likert scale, a mean was calculated. Answers using the ‘do not know’ option were counted as missing values.
The text written in the open text boxes was included in the qualitative text analysis described below.

Data – qualitative interviews
Qualitative interviews were performed with one representative from each administrative department in both municipalities (Kolding n = 8, Varde = 6). The informants were all part of the interventions throughout the whole period. The interviews were part of the needs assessments and were therefore conducted before the intervention period started. Thus, the qualitative data cannot be used to explain the possible changes of the interventions, but instead help to describe and understand the perspectives and perceptions of the informants related to EIPM in HEPA policy development.
A semi-structured interview guide directed the interviews. The main themes from the interviews reported in this paper were the use of research/stakeholder/target group knowledge, determinants for use of research/stakeholder/target group knowledge, and political request for use of research knowledge. In addition to these themes, the interview guide included questions related to intersectoral collaboration.
The interviews were recorded, transcribed and the text was analyzed by deductive qualitative content analysis [28]. Therefore, texts supporting or opposing the findings from the pre-intervention questionnaire was highlighted. In this paper, selected statements will be presented in order to assist with reflection on the quantitative measures.


Results
Quantitative data
The questionnaire results are summarised in Table 3. They are presented separately for the two municipalities and divided into the three points of measurement. For each measurement, the number of respondents (n) and a mean score for each item on the five-point Likert scale are given. All of the following descriptions refer to changes in means. References are made to Table 3 by letters.Table 3Research knowledge, stakeholder knowledge and target group knowledge in the two municipalities at pre-intervention, post-intervention and 12-month follow-up; numbers of respondents and means of the responses (scale 1–5 (1: to a very low degree; 2: to a low degree; 3: neither to a low nor high degree; 4: to a high degree; 5: to a very high degree) and a ‘do not know’ option (counted as missing)


	 	Kolding
	Varde

	Item
	Pre
	Post
	12 m follow-up
	Pre
	Post
	12 m follow-up

	Research knowledge
	n
	Mean
	n
	Mean
	n
	Mean
	n
	Mean
	n
	Mean
	n
	Mean

	Search for knowledge from research
	19
	3.6 (A)
	10
	3.2 (A)
	11
	3.3 (A)
	8
	3.6 (B)
	7
	4.0 (B)
	7
	4.1 (B)

	Translation to local needs
	19
	3.5 (C)
	9
	3.6 (C)
	11
	3.6 (C)
	10
	3.5 (D)
	8
	3.8 (D)
	6
	4.2 (D)

	Political request for use
	18
	1.9 (E)
	10
	2,6 (E)
	11
	2.5 (E)
	6
	3.7 (F)
	7
	3.7 (F)
	6
	4.7 (F)

	Organisational procedures
	19
	2.2 (G)
	10
	2.6 (G)
	10
	2.6 (G)
	9
	2.6 (H)
	7
	2.7 (H)
	6
	2.8 (H)

	Influence on final decisions
	17
	2.9 (I)
	10
	2.8 (I)
	11
	2.5 (I)
	8
	3.3 (J)
	8
	3.5 (J)
	5
	3.8 (J)

	Stakeholder knowledge

	Collection of knowledge from internal stakeholders
	19
	3.5 (K)
	9
	3.6 (K)
	11
	4.0 (K)
	10
	4.0 (L)
	8
	3.5 (L)
	5
	4.4 (L)

	Collection of knowledge from external stakeholders
	19
	3.5 (M)
	9
	3.8 (M)
	11
	3.9 (M)
	10
	3.8 (N)
	8
	3.3 (N)
	5
	4.0 (N)

	Internal stakeholder knowledge influence on final decisions
	19
	3.0 (O)
	9
	3.6 (O)
	10
	3.5 (O)
	10
	3.8 (P)
	8
	4.0 (P)
	5
	4.0 (P)

	External stakeholder knowledge influence on final decisions
	19
	3.3 (Q)
	9
	3.6 (Q)
	10
	3.3 (Q)
	10
	2.9 (R)
	8
	3.5 (R)
	5
	4.0 (R)

	Organisational procedures
	17
	2.9 (S)
	9
	3.2 (S)
	11
	3.6 (S)
	8
	3.5 (T)
	7
	2.7 (T)
	5
	3.0 (T)

	Target group Knowledge

	Access to knowledge of characteristics of target group
	18
	3.3 (U)
	9
	3.2 (U)
	11
	3.6 (U)
	9
	3.8 (V)
	7
	4.0 (V)
	4
	4.0 (V)

	Target group characteristics influence on final decisions
	18
	3.3 (W)
	9
	3.7 (W)
	11
	3.9 (W)
	9
	3.8 (X)
	8
	3.9 (X)
	4
	4.0 (X)

	Access to knowledge of needs and values of target group
	19
	2.9 (Y)
	8
	3.4 (Y)
	11
	3.5 (Y)
	9
	3.8 (Z)
	8
	3.6 (Z)
	6
	3.7 (Z)

	Organisational procedures
	17
	2.2 (A1)
	9
	2.9 (A1)
	11
	3.4 (A1)
	9
	3.2 (B1)
	7
	2.7 (B1)
	6
	3.2 (B1)

	Influence on final decisions
	19
	3.4 (C1)
	9
	3.4 (C1)
	11
	3.8 (C1)
	9
	3.7 (D1)
	6
	4.0 (D1)
	5
	4.2 (D1)


Letters in brackets are used to refer to the supplementary text in the results section



Conceptual knowledge use
In Kolding, the collection of knowledge from both internal and external stakeholders, and access to knowledge on needs and values of target groups increased during the whole follow-up period (K, M, Y). A decrease in the search for knowledge from research (A) and access to knowledge of target group characteristics (U) was seen after the intervention; however, an increase occurred again 12 months later, surpassing the pre-intervention level for knowledge of target-group characteristics. In Varde, the situation was different because an increase in the search for knowledge from research (B), and an increase in access to knowledge of target group characteristics (V), was seen during the whole follow-up period. At the same time, collection of knowledge from both internal and external stakeholders decreased during the intervention period, but an increase occurred again 12 months later to above the pre-intervention level (L, N).

Knowledge translation
In Kolding, the assessment of how easily knowledge from research can be translated into local needs increased slightly during the intervention period and remained at that level 12 months later (C). In Varde, the same was seen after the intervention, and a further increase was found 12 months later (D).

Request for research knowledge
In Kolding, the experience of political request for knowledge use increased during the intervention period but decreased slightly 12 months later (E). In Varde, it was different because the request for knowledge remained unchanged after the intervention but increased quite a lot 12 months later (F).

Organisational procedures
In Kolding, the level at which organisational procedures ensured the use of relevant knowledge from research in policy development increased after the intervention and remained at that level 12 months later (G). Additionally, the use of stakeholder and target group knowledge increased during the whole follow-up period (S, A1). In Varde, the level of organisational procedures in relation to knowledge from research increased during the whole follow-up period (H). For stakeholder and target group knowledge, it decreased after the intervention, but an increase was seen 12 months later; for target group knowledge, the increase was to the pre-intervention level (T, B1).

Instrumental knowledge use
In Kolding, the influence of research knowledge on final policy decisions decreased during the whole follow-up period (I). In contrast, for knowledge from internal stakeholders and knowledge of target groups, it increased in the same period (O, W). The influence of knowledge from external stakeholders increased during the intervention period, but after 12 months, it decreased to the pre-intervention level (Q). In Varde, another tendency was found because the influence of knowledge from research, from external stakeholders, and on target groups increased during the whole follow-up period (J, N, X). For internal stakeholders, it also increased during the intervention period but fell back to the pre-intervention level after 12 months (P).


Qualitative data
The statements from the qualitative interviews and the open text boxes in the questionnaires are presented in Table 4. The statements are marked to show which part of the data they belong to. For example, (V, pre) indicates that the statement comes from the pre-measurement questionnaire in Varde, and (K, int) indicates that it comes from interviews in Kolding. The statements are also numbered and referred to in the following analysis.Table 4Statements from interviews (int) and open text boxes in questionnaires (pre, post, 12 m) on use of research/stakeholder/target group knowledge, determinants for use of research/stakeholder/target group knowledge and political request for use of knowledge from Kolding (K) and Varde (V)


	Themes
	Statements

	Use of research knowledge
	(1) On top of my head I would say that knowledge from research is prioritised. It is at least something I try to base my work on, when I start new projects (K, pre)

	(2) It is not natural for the system to work with research-based knowledge (V, int)

	(3) It is not like 20 years ago, where we just started – it was easier then. Sometimes we get too academic. It’s really a balance (K, int)

	(4) In order for you to reach something in a society that is as built up as the Danish, you need to have that evidence-based research (K, int)

	(5) We are constantly searching. However, it is not all we need that exists. I think that in a public official’s argumentation for how we should do things in a political context, we need to have the professionalism that is supported by the research that can be found (V, int)

	Determinates for use of research knowledge
	(6) To find out what’s in the field, you need to be really proactive. You can of course search on Google and read the pole up and down. Time is a big barrier (K, int)

	(7) There is a culture within the health area – because many employees and managers have a background in public health science, so it is normal to search for available knowledge from research in regard to various activities (K, pre)

	(8) There is a great difference in the cultures of the individual departments (V, int)

	(9) It is of course dependent on timeline and deadline (K, pre)

	(10) It depends a great deal on the subject and how you relate to the content in the research based knowledge (K, pre)

	(11) It is probably very much dependent on individuals whether knowledge from research is integrated more than procedures (V, pre)

	(12) The intervention did absolutely help to increase the academic standard of the product outcome. More time was spent in examining research within the field. Experiences are transferred to other fields where there is work with policies (V, 12 m)

	(13) The intervention has supported the importance of the research-based approach – methods, which we have applied in developing other strategies (V, 12 m)

	(14) I have some good people around me. But, we may not be good enough for that, I will say, even though I subscribe to many journals (K, int)

	(15) I think our accreditation process is a way to get the research-based knowledge under the skin (K, int)

	(16) First of all, I’m hiring newly educated academics who are used to searching literature when they need to start something new (V, int)

	Use of stakeholder knowledge
	(17) There are, for example, procedures for hearings (V, pre)

	(18) There is often talk about establishing working groups with external as well as internal stakeholders in connection to developing a new policy or strategy (K, pre)

	(19) We try to involve them by holding some meetings, theme meetings or the like, and it is a challenge to get people to participate

	(20) If it is going to be fast, we will typically be based on practice. We will ask the employees how they experience it (K, int)

	Determinates for use of stakeholder knowledge
	(21) If we do not use stakeholder knowledge and interest, then we have no authority (K, int)

	Use of target group knowledge
	(22) If we are in a hurry, we will look at the statistics we already have and maybe make a call if we know that we can quickly find what we need there. But, then we do not have time to go out and make it big. Then, it is the statistics and our experience, we lean on (K, int)

	(23) No, once we have made a new health policy, we have invited some different stakeholders. We have not made a whole lot of citizen involvement, and we do not think that it would contribute a lot (K, int)

	Political request for use of knowledge
	(24) Often we start working partly with knowledge based on research, but then it gets ‘override/overruled’ by political preferences, which are then prioritised (K, pre)

	(25) Our experience is that it highly depends on the politicians who set the agenda, and here attitudes are prominent, not research-based knowledge and evidence, which are most important (K, post)

	(26) No, there is always political pressure and an appeal for user involvement, which ‘overrides’ the will to start a process based on research knowledge (K, 12 m)

	(27) Often, our experience is that external stakeholder involvement is organisational and politically requested, but not always wanted to be used in the end (K, 12 m)

	(28) Where we have used evidence, we will always write it into our case making, and I find that politicians listen more and more to the research-based evidence

	(29) It is not the case that they themselves are saying that someone has researched something and ask if we can investigate it a bit closer (K, int)

	(30) We are in a political system and sometimes I think if good knowledge will give better political decisions? You can sometimes question that (K, int)

	(31) Politicians would like to feel and believe. And sometimes they get a little scared when we come and say that is a fact. It does not always fit into their political agenda to get the facts on the table. So it is double. On the other hand, they would like to appear as someone basing their policy on facts and therefore they are happy if we can deliver it (K, int)




The qualitative data indicated that using knowledge – from all three sources – is generally perceived as a working method to strive for in the municipalities, especially when starting up new projects (statements 1, 5, 7). However, one informant noted that it was easier to develop policies and interventions 20 years ago and that the policy process today can become too academic (statement 3).
Using knowledge was not always doable in the municipal working culture, mainly due to time limits and cultural factors (statements 6–16). The informants mentioned that it is not natural for them to work with knowledge from research, and it can be hard to find what they need (statement 5). There were perceived differences among departments in the municipalities, e.g. the health departments were understood to be more trained and experienced in searching for knowledge compared with other departments (statement 7). It is also indicated that newly educated academics are often the best at this (statement 16). The informants believed that the level of knowledge use in a policy process is very dependent on the individuals involved (statements 11, 14).
The informants mentioned processes such as public hearings as a way of including stakeholder knowledge in policy development (statement 17). They also revealed that they try to invite stakeholders to participate in working groups and meetings but that it is often difficult to bring them on board (statement 18, 19). Regarding target group knowledge, its use seemed to be mostly based on the statistics that the municipality already had in place, especially if the staff were in a hurry (statement 22). One informant questioned whether including citizens in policy development would contribute anything (statement 23). On the other hand, another informant stated that, if the municipality does not use knowledge and interests from stakeholders, then it has no authority (statement 21).
In general, the informants believed that the politicians in the municipality preferred basing their work on values and interests, primarily taking into account knowledge from stakeholders and target groups (statements 25, 26). Often, the informants had started a policy process that included knowledge from research, but then this knowledge was overruled by political preferences (statement 24). On the other hand, the informants thought that politicians liked to base their policies on knowledge from research; therefore, they appreciate when the departments can deliver this – especially if it fits to their already specified agendas (statement 31). Furthermore, one informant felt that the politicians were more open to suggestions from the departments if those suggestions were based on knowledge from research (statement 28).
In the 12-month follow-up, informants recognised that the contextually tailored intervention increased the academic standard of the HEPA policy that was developed because more time than normal was spent on finding and using knowledge from research during the policy development process. They noted that this experience was transferred to other fields working on policy development. Furthermore, they mentioned future accreditation processes as possible facilitators for EIPM (statements 12, 13).


Discussion
Several important changes occurred in both municipalities. One was the improvement in organisational procedures for the use of research knowledge seen in the increased Likert scale mean score and reported in the 12-month follow-up questionnaire (see Table 4, statement 13). This is an important change since the issue that the EIPM level is often dependent only on individual characteristics of the persons involved needs to be overcome [14, 26, 29, 30]. Another important change was the increased political request for knowledge use in general, as this is a central facilitator for EIPM [16].
In both municipalities, it was considered easier to transfer research knowledge to local needs after the intervention. This was the third most important change because – in HEPA and other public health and health-promotion related topics – the ability to use knowledge from research in local settings is highly important [16, 31].
There were some differences in the results of the two municipalities in relation to the changes in their use of the three different types of knowledge. Based on this study, there is no solid evidence for explaining these differences, hence the explanations below are only suggestions.
The fact that, in Kolding, stakeholder and target group knowledge increased but research knowledge decreased could be attributed to the intervention in this municipality being focused very much on intersectoral collaboration and hence on knowledge from different departments and collaborators. It is interesting to note that the interviews performed prior to the intervention showed that one informant did not really see the value of including target groups in the policy development (see Table 4, statement 23). It would have been valuable to follow-up on that statement after the intervention.
In Varde, where the search for research knowledge increased during the whole follow-up period, the intervention focused more on developing a structure for EIPM. Hence, there was a greater focus on research knowledge. Another reason might be the fact that the participants in Kolding were in more senior positions and were familiar with the use of research evidence, whereas the participants in Varde were in more junior positions and thus had greater potential for increasing their perception of research evidence use. On the other hand, junior staff members are often, due to their educational background, quite familiar with the relevance of research knowledge and how they can find it. In Varde, the Health and Rehabilitation Department (those responsible for policy development) already had quite a strong focus on the use of research knowledge due to prior collaborations with research institutions. They might have already had a more research-minded mind-set from the beginning, which gave them a head start.
The qualitative results suggested that EIPM is very dependent on individuals and individual factors. For future research it would be very interesting to perform further studies on person-level determinants and possibly define categories of individuals that can enable EIPM.
In several components, even if an increase was seen after the intervention, there was a minor decrease during the 12-month follow-up, though mostly not to the pre-intervention level. Overall, it seems to be a challenge to sustain the developments achieved during the interventions. Continuous partnering with researchers and booster sessions after the interventions might be methods for tackling this.
The interventions were a novel way to study policy-making by ‘jumping on the wagon’ so that real policy cases and real policy-makers from different departments in local contexts could participate in the interventions together with researchers.
The results are descriptive, and therefore generalisation is not feasible. However, it can be stated that the contextually tailored interventions seemed to enhance EIPM in many of its dimensions; further, even though some of the findings were not sustainable in the longer run, there were indications that the interventions were only the beginning of more sustainable organisational structures for EIPM.
Based on these preliminary results, it is suggested that more and larger-scale research on the contextually tailored interventions for EIPM – not only within the area of HEPA but also in other lifestyle-related topics – be developed and implemented.
Limitations of the study
This study had few participants and a relatively high drop-out rate for the post-intervention and the 12-month follow-up measurements, and therefore only descriptive statistical methods could be used. Furthermore, the interventions took place in their natural contexts, meaning that other factors, such as related projects and activities in the municipalities, might have affected the observed changes. Thus, the results need to be interpreted carefully and should only be seen as indicative findings in need of further confirmation with larger samples.


Conclusion
Despite methodological limitations, the results of this intervention study in two Danish municipalities showed that contextually tailored interventions have the potential to increase EIPM in HEPA policies in relation to finding and using different types of knowledge, to translate knowledge to local contexts, to develop procedures for knowledge use and to increase political request for use of knowledge in policy development. Sustainability of the changes is a challenge, which must be taken into account in future studies.

Acknowledgements
The authors thank all members of the REPOPA consortium. Members of the REPOPA Consortium (current composition): Coordinator: University of Southern Denmark (SDU), Denmark: Arja R. Aro, Maja Bertram, Christina Radl-Karimi, Natasa Loncarevic, Gabriel Gulis, Thomas Skovgaard, Ahmed M Syed, Leena Eklund Karlsson, Mette W Jakobsen. Partners: Tilburg University (TiU), the Netherlands: Ien AM van de Goor, Hilde Spitters; The Finnish National Institute for Health and Welfare (THL), Finland: Timo Ståhl, Riitta-Maija Hämäläinen; Babes-Bolyai University (UBB), Romania: Razvan M Chereches, Diana Rus, Petru Sandu, Elena Bozdog; The Italian National Research Council (CNR), Italy: The Institute of Research on Population and Social Policies (IRPPS): Adriana Valente, Tommaso Castellani, Valentina Tudisca, and The Institute of Clinical Physiology (IFC): Fabrizio Bianchi, Liliana Cori; School of Nursing, University of Ottawa (uOttawa), Canada: Nancy Edwards, Sarah Viehbeck, Susan Roelofs; Research Centre for Prevention and Health (RCPH), Denmark: Torben Jørgensen, Charlotte Glümer, Cathrine Juel Lau.
Funding
This work was supported by the European Union Seventh Framework Programme (FP7/2007–2013) under Grant Agreement [281532]. This document reflects only the authors’ views and neither the European Commission nor any person on its behalf is liable for any use that may be made of the information contained herein.

Availability of data and materials
Data underlying the findings described here are derived from the REPOPA study. For availability of data, please contact the coordinator of the REPOPA study: Prof Dr. AR Aro, Unit for Health Promotion Research, University of Southern Denmark, Esbjerg, Denmark, araro@health.sdu.dk.


Authors’ contributions
MB and MT were the principal investigators of the study with guidance from AA and TS. In collaboration, MB, MT, NL, CR, TS and AA worked on the development of the study, data collection and analysis. MB wrote the draft of the manuscript, whereas NL, CR, MT, TS and AA made important contributions to the structure and content of the manuscript. All authors have accepted the final version of the manuscript.

Ethics approval and consent to participate
REPOPA developed an Ethics Road Map and Ethics Guidance Document to coordinate the differing national ethics clearance procedures in partner countries. Although the overall REPOPA project consisted of seven countries, the present study included only Denmark. Ethical clearance was obtained from the Ethics Committee of the Region of South Denmark and the National Data protection Agency (Denmark). Before the start of the project, the papers on ethical clearance were submitted to and approved by the European Commission. Also, the European Commission received an overview of the ethical clearance for the entire project. The participants in the study signed informed consent statements before starting the interventions.

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Lee IM, et al. Effect of physical inactivity on major non-communicable diseases worldwide: an analysis of burden of disease and life expectancy. Lancet. 2012;380(9838):219–29.CrossrefPubMedPubMedCentral

2.
Reis RS, et al. Scaling up physical activity interventions worldwide: stepping up to larger and smarter approaches to get people moving. Lancet. 2016;388(10051):1337–48.CrossrefPubMedPubMedCentral

3.
Satterfield JM, et al. Toward a transdisciplinary model of evidence-based practice. Milbank Q. 2009;87(2):368–90.CrossrefPubMedPubMedCentral

4.
Brownson RC, Fielding JE, Maylahn CM. Evidence-based public health: a fundamental concept for public health practice. Annu Rev Public Health. 2009;30:175–201.CrossrefPubMed

5.
Rutten A, et al. Three types of scientific evidence to inform physical activity policy: results from a comparative scoping review. Int J Public Health. 2016;61(5):553–63.CrossrefPubMedPubMedCentral

6.
Aro AR, Smith J, Dekker J. Contextual evidence in clinical medicine and health promotion. Eur J Pub Health. 2008;18(6):548–9.Crossref

7.
Larocca R, et al. The effectiveness of knowledge translation strategies used in public health: a systematic review. BMC Public Health. 2012;12:751.CrossrefPubMedPubMedCentral

8.
Wang S, Moss JR, Hiller JE. Applicability and transferability of interventions in evidence-based public health. Health Promot Int. 2006;21(1):76–83.CrossrefPubMed

9.
Hawe P, Shiell A, Riley T. Complex interventions: how “out of control” can a randomised controlled trial be? BMJ. 2004;328(7455):1561–3.CrossrefPubMedPubMedCentral

10.
Hawe P. Lessons from complex interventions to improve health. Annu Rev Public Health. 2015;36:307–23.CrossrefPubMed

11.
Bertram M, et al. Planning locally tailored interventions on evidence informed policy making – needs assessment, design and methods. Health Syst Policy Res. 2016;3:2.

12.
Langlois EV, et al. Enhancing evidence informed policymaking in complex health systems: lessons from multi-site collaborative approaches. Health Res Policy Syst. 2016;14:20.CrossrefPubMedPubMedCentral

13.
Aro AR, Radl-Karimi C, Loncarevic N, Bertram M, Joshi R, Thøgersen M, Pettersen CLH, Skovgaard T, van de Goor I, Spitters H, Valente A, Castellani T, Cori L, Jansen J, Dorgelo A, Pos S. Stewardship-Based Intervention: WP3 Final Report of the REsearch into POlicy to Enhance Physical Activity (REPOPA) Project. 2015. http://​www.​repopa.​eu/​sites/​default/​files/​D3.​2.​Report_​Stewardship%20​based%20​intervention.​pdf. Accessed 19 Feb 2018.

14.
Trickett EJ, et al. Advancing the science of community-level interventions. Am J Public Health. 2011;101(8):1410–9.CrossrefPubMedPubMedCentral

15.
Aro AR, et al. Integrating research evidence and physical activity policy making—REPOPA project. Health Promot Int. 2016;31:430–9.CrossrefPubMed

16.
Hämäläinen R-M, et al. Exploring the use of research evidence in health-enhancing physical activity policies. Health Res Policy Syst. 2015;13:43.CrossrefPubMedPubMedCentral

17.
Hämäläinen R-M, et al. Cross-sector cooperation in health-enhancing physical activity policymaking: more potential than achievements? Health Res Policy Syst. 2016;14:33.CrossrefPubMedPubMedCentral

18.
van de Goor I, et al. Determinants of evidence use in public health policy making: Results from a study across six EU countries. Health Policy. 2017;121(3):273–81.CrossrefPubMedPubMedCentral

19.
Nuffield Bioethics. Public Health: Ethical Issues. London. 2007. http://​www.​nuffieldbioethic​s.​org/​wp-content/​uploads/​2014/​07/​Public-health-ethical-issues.​pdf. Accessed 19 Feb 2018.

20.
Ryan P, Lauver DR. The efficacy of tailored interventions. J Nurs Scholarsh. 2002;34(4):331–7.CrossrefPubMed

21.
Hawkins RP, et al. Understanding tailoring in communicating about health. Health Educ Res. 2008;23(3):454–66.CrossrefPubMedPubMedCentral

22.
Hawe P. Minimal, negligible and negligent interventions. Soc Sci Med. 2015;138:265–8.CrossrefPubMed

23.
Baker R, et al. Tailored interventions to overcome identified barriers to change: effects on professional practice and health care outcomes. Cochrane Database Syst Rev. 2010;3:CD005470.

24.
Pawson R, Tilley N. Realistic Evaluation. London: Sage; 1997.

25.
Knott J, Wildawsky A. If dissemination is a solution, what is the problem? Knowledge: creation, diffusion, utilization. Knowl Creation Diffusion Util. 1980;4(1):537–78.

26.
Hanney SR, et al. The utilisation of health research in policy-making: concepts, examples and methods of assessment. Health Res Policy Syst. 2003;1:2.CrossrefPubMedPubMedCentral

27.
Lavis JN, et al. Examining the role of health services research in public policymaking. Milbank Q. 2002;80(1):125–54.CrossrefPubMedPubMedCentral

28.
Graneheim UH, Lundman B. Qualitative content analysis in nursing research: concepts, procedures and measures to achieve trustworthiness. Nurse Educ Today. 2004;24(2):105–12.CrossrefPubMed

29.
Larsen M, Gulis G, Pedersen KM. Use of evidence in local public health work in Denmark. Int J Public Health. 2012;57(3):477–83.CrossrefPubMed

30.
Squires JE, Moralejo D, LeFort SM. Exploring the role of organizational policies and procedures in promoting research utilization in registered nurses. Implement Sci. 2007;2:17.CrossrefPubMedPubMedCentral

31.
Bosch-Capblanch X, et al. Guidance for evidence-informed policies about health systems: rationale for and challenges of guidance development. PLoS Med. 2012;9(3):e1001185.CrossrefPubMedPubMedCentral




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





